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ABSTRACT 

The American Association of Medical Colleges (AAMC) appointed a task 
force in November 1999 to examine how AAMC member institutions and others were 
developing, and could develop, new ways to integrate education and patient care. 
Mechanisms were identified that would aid in reorienting residency programs to 
education, rather than services. These were: (1) re-engineering services to 

incorporate new medical technologies, greater efficiencies, and other improvements in 
quality and cost-effectiveness; (2) introducing new educational technologies, such as 
virtual surgery; (3) selectively shifting some resident tasks to nurses and other 
personnel, creating new patient care teams; (4) adding content and implementing a 
graduate medical education (GME) core curriculum at the institutional level; (5) 
changing resident supervision and resident responsibilities in response to Medicare 
requirements; and (6) expanding educational opportunities in outpatient and other non- 
hospital settings. Appendix A contains some examples of clinical or educational 
redesign that balances education and service, and appendix B lists experts consulted. 
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Observations from the GME Task Force 



Background 

Academic medical centers face conflicting pressures. On the one hand, they are asked to pro- 
duce a socially desirable mix of physicians with the skills to succeed in a health care environment 
that will continue to change rapidly during their careers. On the other, they are asked to 
deliver patient care more efficiently to compete in the health care marketplace. The pressures 
from these competing agendas are felt most intensely in graduate medical education (GME). 

In 1998, AAMC President Dr. Jordan Cohen declared that modern teaching hospitals should 
place more emphasis on education. His talk, “Honoring the ‘E’ in GME/’ was a thoughtful 
analysis of the issues that bedevil residency programs struggling to maintain quality in the 
face of increasingly intense, high-volume clinical activities. He recommended forming an AAMC 
task force, composed of physician leaders, hospital executives and house staff, to study the 
situation and propose recommendations. 

The group was appointed in November 1999. Its charge was to examine how AAMC member 
institutions and others were developing, and could develop, new ways to integrate education 
and patient care. Mechanisms identified that would aid in reorienting residency programs to 
education rather than services were as follows: 

• Re-engineering service to incorporate new medical technologies, greater efficiencies, 
and other improvements in quality and cost-effectiveness; 

• Introducing new educational technologies such as “virtual” surgery; 

• Selectively shifting some resident tasks to nurses and other personnel, creating new 
patient care teams; 

• Adding content and implementing a GME core curriculum at the institutional level; 

• Changing resident supervision and resident responsibilities in response to Medicare 
requirements; and 

• Expanding educational opportunities in outpatient and other non-hospital settings. 

The task force has met a number of times. It has combed the literature for examples of clinical 
or educational redesign that balance education and service. Some examples were subsequently 
presented to the AAMC at its annual meeting in October 2000 (see Appendix A). The task 
force also has contacted members of the AAMC Council of Academic Societies and Group on 
Resident Affairs in search of innovations that might not appear in the refereed journals. In 
addition, the task force consulted other experts on resident education (see Appendix B). 
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Problems and Needed Change 

The task force has identified significant problems that are rooted in the history, culture, and 
funding of graduate medical education: 

• Increase in the number of residents and a corresponding increase in their use as 
“cheap labor;” 

• Too much non-educational work for residents, along with a decline in the overall 
educational content of their work; 

• Imbalance between curricular needs and educational opportunities, (i.e., the kinds of 
patients residents encounter often are misaligned with what they need to learn); 

• Increase in patient care “throughput,” with faculty workloads in the past twenty years 
growing by as much as 200 percent; 

• Decrease in direct faculty teaching of residents and general erosion of the learning 
environ merit; 

• Increases in patient acuity and decreased lengths of stay, making conditions for house 
staff much more frenetic than in the past, with less time for residents to reflect on and 
learn from their experiences. Also there is less opportunity for residents to see the 
natural history of disease and the impact of their interventions; 

• Duplication of effort because of billing rules, leading to lower revenues per doctor-hour; 

• Workload shifts to nurses and other ancillary personnel who are in short supply, resulting 
in low morale and high turnover among those staff. 

The task force unanimously agrees that graduate medical education must be redesigned to 
address these problems. The existing GME model is outdated. The education of residents is 
still built around rotational experiences in predominantly acute care settings, but that does 
not reflect today’s reality. 



Second and more compelling is that the status quo serves neither the residents, institutions 
nor the public as it should. Because of their heavy workloads, young doctors often don’t have 
time to interact with patients and pursue their professional and personal development. 
Dissatisfaction is growing among all the stakeholders. 

Barriers to change: There are formidable barriers to change. As pressing financial constraints 
threaten even core activities in many medical schools, hospitals and clinical departments, GME 
rarely rises to the highest priority for investment and renewal. Advocacy for GME at the local 
level is further undermined by its fragmentation into specialty and subspecialty programs with 
long traditions of departmental “ownership.” Furthermore, approaches to re-engineering GME 
are likely to vary from one specialty to another. 
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Most institutions have minimal oversight of GME. Educational objectives and service expecta- 
tions are lar more consistent across diverse medical student clerkships than in residency pro- 
grams. 1 Faculty members often don’t advocate for limiting house staff work hours because their 
own lives could be adversely affected. Both faculty and house staff have difficulty balancing 
their clinical, academic and personal activities. 2 

Charitable foundations and other granting agencies haven’t taken an interest in the restructur- 
ing of residency programs, even as they have supported innovations in undergraduate medical 
education. While their reluctance may reflect the Medicare-based funding of residency programs, 
the dearth of peer-reviewed educational grants with salary recovery for principal investigators 
has decreased the academic value of time invested by faculty in restructuring GME. This lack 
of funding for rigorous research and evaluation is reflected in the paucity of articles on GME 
in refereed journals and the lack of recognition for faculty achievements in GME innovation. 

Finally, the perceived inflexibility of the A.CGME and its Residency Review Committees (RRC) 
is believed to have inhibited innovation. Recent changes in the ACGME’s emphasis may permit 
or even encourage new educational approaches. 

A process for change: While restructuring GME for the modern era could encompass many 
changes in organization, curriculum and oversight, excellence in patient care is the necessary 
foundation for excellence in graduate medical education. At the same time, every hospital 
with GME should have resident education as a core mission. Achieving change in GME 
requires that current realities in service delivery be taken into account, e.g., short inpatient 
stays with quick workups, procedures performed on outpatients rather than inpatients, and 
rapid technological change in both service and education. 

The task force has identified three fundamental goals: 

1) Reduce the total number of hours residents devote to patient care of limited or no educa- 
tional value, with patient care assignments made according to their curricular needs. 

2) Enrich the educational content of residencies, paying attention to competency measures 
across the full spectrum of medical practice and the continuum of education. 

3) Strengthen institutional oversight of GME programs. 

The appropriate balance of patient care and education varies among specialties, programs, and 
rotations. Nonetheless, the large volume of clinical services required of current postgraduate 
trainees remains the single biggest obstacle to improving the educational content and ultimate 
value of GME. As a consequence, the task force has focused on innovations that reduce the 
amount of work residents perform and increase the effectiveness of their time spent delivering 
services. 



'Report of the AAMG Working Group on Institutional Accountability for GME. 

2 In his remarks at the 2000 AAMG Annual Meeting, Dr Bryan points out that “one has to ask if whether, from the 
very beginning, faculty lifestyle and faculty convenience was a major raison d’etre for this system of education that 
we have all ini tented.” 
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An era of change: After the task force had discussed these issues for a year and a half, the 
ACGME independently proposed two new requirements that are remarkably consistent with 
the task force’s thinking: limiting residents’ work to 80 hours a week, and focusing on educa- 
tional outcomes. 

Limiting the workweek of residents to 80 hours is an important first step. It sets the stage for 
meaningful change in balancing education and service. .Although it will be difficult for many 
programs to implement an 80-hour week rapidly, this requirement forces each ACGME- 
accredited program to rethink its position about graduate medical education and realistically 
shift the balance toward education. 

The ACGME’s Outcome Project aligns with the new duty hours requirement and formally 
ushers in the new era for American graduate medical education. The task force frequently 
discussed the “missing components” of a meaningful curriculum, especially those that relate 
to learning about the system in which one works, communication skills, professionalism and 
the meaningful use of data. 

The task force believes that .American graduate medical education is greatly in need of change. 
Catalyzed by the new ACGME requirements, it is time to make the change felt throughout our 
systems. Graduate medical education has changed little since the term “resident” was coined in 
the early 20th century. While there have been pockets of innovation and forward movement, 
they have neither gone far enough nor been sufficiently broad in scope. 

In the following sections, we summarize the historical developments in graduate medical edu- 
cation, review selected efforts to “re-engineer” patient care and education and, finally, suggest 
action steps, including those recently taken by the ACGME, to improve GME. The solutions 
are varied and complex, especially when considering the wide range of practice settings and 
training requirements. We hope this report will motivate and embolden institutions to address 
these critical issues seriously — not just to meet the new regulatory requirements but to push 
the envelope as graduate medical education enters a new era in American medicine. 



A Short History of Graduate Medical Education: 

It helps to recall the origins and historical development of GME. The term “resident” was 
introduced at the Johns Hopkins Hospital in the 1890s. The position was modeled on the 
“assistantships” then prevalent in Germany. William Osier, chief of medicine during the early 
days at Johns Hopkins, is often quoted, “In the natural method of teaching, the student begins 
with the patient, continues with the patient, and ends his studies with the patient, using books 
and lectures as tools, as means to an end.” 3 

Osier’s remark became a motto for educators, but it could just as well be a motto for those who 
value residents mainly as a workforce. From the beginning, the relationship of residents to 
teaching hospitals was, as one historian puts it, “a marriage of convenience.' 1 ” Residents during 



3 William Osier, "The Natural Method of Teaching the Subject of Medicine,” JAMA 1901, 36: 1673-1679. 




